eliminated because the pre-school child had been brought to the clinics, and theie was sufficient assistance to deal with the school popuilation.
Proceedings of the Royal Society of Medicine 100 eliminated because the pre-school child had been brought to the clinics, and theie was sufficient assistance to deal with the school popuilation.
In reply to Mr. Thacker Neville's questions he thought the first point raised was the question as to how long this diastolization went on. What he recommended was that the smallest size of bougie should be introduced into the nose and left for about one or two minutes before the to and fro movements were initiated. Then, after about forty such movements, it might remain for another minute and the other side could then be done. Then the bougies could be taken out, the next size inserted, and the process repeated. No hard and fast lines could be laid down for this treatment. Sometimes it was necessary to carry out fewer than forty movements to and fro, and sometimes no movements at all could be done. All these things depended on the case.
As to how often the treatment was repeated, it was carried out twice or three times a week in some cases. The cases were not kept on for years and years. The child was seen by the otologist, and if he thought that the condition had beeln sufficiently benefitedI by the original course of twelve sessions he discontinued treatment. If he thought a further course advisable another twelve treatments were given. It depended entirely on the progress made.
With regard to the boracic and iodine treatment, as a matter of fact this had been used for many years and good results obtained but, of course, no treatment wouild be really effective unless the case was uncomplicated or, if complicated, the complicating conditions were such as could be easily dealt with. But while Mr. Thacker Neville's treatment with boracic and iodine would be likely to go on for some weeks, even if he did it himself, the same resuilt would be achieved by ten minutes' ionization treatment.
With regard to chlorine ionization he did not see why the introduction of the ion should be through the meatus rather than on the mastoid process. He had never thought of doing it through the meatus and did not see why it should be done.
The Position of the Portmann Operation in Relation to
Labyrinthine Vertigo By E. AIUSGRAYTE WOODAMAN, MI.S. IN a paper on the operative treatment of labyrinthine vertigo, it mulst alw-ays be borne in mind that the majoritv of cases can be cured by conservative treatment only, and a proper prospective must be retained.
The condition appears to be one of labyrinthine hypertension, and a unilateral deafness is often present in the affected ear. On testing, a condition of hypotonus is usuially present.
It is always important to exclude high blood-pressure and investigations into this4 muist be undertaken at the outset.
In Denmark a great deal of importance is attached to the presence of water retention and defective excretion, and many cases are demonstrated in Copenhagen in which vertigo apparently owed its origin to this cause. Treatment is directed to relieve this condition.
Sir James Dundas Grant some time ago called attention to the importance of the Eustachian tube in relation to vertigo. Complete blockage of this tube leads to vascularity of the middle ear and increased secretion of fluid in the perilymph and endolymph.
It is certain that if a blocked Eustachian tube is treated along the lines of a urethral stricture, and a bougie is passed at increasing intervals, complete cure results in the great majority of cases. Should the tube be completely impermeable complete cessation of the symptoms will result from a section of the membrana tympani, and a case illustrating this was given.
Only a few intractable cases require major operative treatment, and this paper is restricted to the results obtained by the Portmann operation.
A carefiul radiogram is taken in the first place and the condition of the bone ascertained. If compact, and the lateral sinus is shown to be well forward, the operation may be very difficult. If cellular development is well marked, the operation is easy and the general result satisfactory.
The mastoid process is opened up and the bone removed down to the dura of the posterior fossa, between the lateral sinus behind and the mastoid in front. The dura is then carefully lifted up from the postero-superior surface of the petrous bone. The point at which the ductus vestibuli reaches the surface is carefully noted and it is marked by a small adhesion. This is forcibly elevated and in favourable cases a small drop of clear fluid is seen to come out.
If the aqueduct is not located the operation proceeds until the internal auditory ineatus is reached, by which time it is clear that the duct must have been passed, although of course it may have been absent. The parts are then allowed to fall together and the wound is sutured without drainage.
The difficulties are extreme density of the bone, the forward position of the lateral sinus and haomorrhage of the emissary veins. In two cases the operation has had to be abandoned temporarily, but was completed satisfactorily the following week. Congenital variations in the (luct must be expected. I think the difficulty most likely to be present is that the bone is very dense. It cannot therefore be possible that every operation will be successful. The contra-indication is sepsis in the middle-ear cleft, and it is absolute.
Results
I have eleven cases recorded in my Clinic, on which I have operated on eight and my colleague, Mr. Stirk Adams, on three there have been no fatalities or accident.
Vertigo.-Eight have been completely cured of vertigo, one was much better, one cannot be traced and one failed. Probably in the latter case there was atresia. of the duct, as no effect was produced on the giddiness, tinnitus, or hearing.
Tinnitus. Two cases were completely cured, one greatly improved, eight remained the same. This shows that there is a tendency to irnprove the tinnitus, but it cannot be relied upon.
Hearing. One case was practically restored to normiial, five were improved, one case was made worse and four were unaffected. Audiograms were shown of two cases before and after operation.
I have not carried out the operation on the semicircular canal because I have been satisfied with the Portmann operation, which has two distinct advantaoges. It is free from danger and from risk and is easy to perform successfully, and there is a prospect of improving the hearing. In any operation on the canal the hearing is damaged or even destroyed.
Suimmary There are only a few cases in my experience which require operative treatment, and these are successfully dealt with by the Portmann operation. The results for vertigo are very satisfactory and are shown to be permanent. The effect on the hearing is less reliable, but in no case was the hearing destroyed. Mr. Stirk Adams said his own technique had follow-ed closely that described by Portmann in the Journal of Laryngology and Otology (1927, 42, 809) . He had been greatly interested in the possibility of conservation or improvement of hearing after the operation. Some years ago his colleague, Naylor Strong, had shown him a patient where six months after the Portmann operation had been carried out on the worse hearing ear for vertigo the hearing had improved to a distance of 15 ft. for the whisper on the operated side, while on the previously better side the w-hisper wras only heard at 15 in. In addition the man had been completely free from attacks of vertigo from the date of operation and had been able to resumne his normal (luties. From this resuilt, and from one of his own which was included in the paper, he had come to the conclusion that apart from its other advantages the Portmann operation might produce a very great improvement in the hearing. He felt the advantages of the Portmann operation, where operation was required for incapacitating attacks of aural vertigo, merited the closest consideration, as many of these patients had a useful degree of hearing in the worse ear. In these cases he thought we were not justified in sacrificing the hearing by labyrinth destruction if the same result could be obtained by the Portmann operation without loss of existing hearing capacity. For the aural vertigo requiring operation we had available: Section, or hemisection of the 8th nerve; destruction of the labyrinth by alcohol injection; or partial destruction by diathermy through the superior semicircular canal, and the Portmann operation.
Section of the 8th nerve could give a completely successful result, but in the hands of neurosurgeons in this country the risks of the operation had been proved to be much greater than the risks associated with the labyrinth operations or with the Portmann operation. For this reason he thought that seetion of the 8th nerve in the posterior fossa had fallen into disuse, while alcohol injection of the labyrinth entailed a complete destruction of the hearing. Partial destruction of the labyrinth by surgical (liathermy in conservation of the hearing was still in the experimental phase. In the two cases described by Putnam (Arch. 27, No. 2, 163) , how-ever, a secondary operation had been required.
It appeared to him clear from what had been said previouslv that the Portmann operation offered tremendous advantages, and the fact that in two cases great improvement in the hearing had resulted in addition to cure of vertigo justified a much wider use of the operation than existed to-day.
In the me(lical treatment of vertigo his own experience entirely corroborated Mr. W=oodman's, that restriction of water intake played little part in the control of the attacks. In these circumstances he felt it was a great penance to ask the patient to restrict his water intake so severely as so little benefit was likely to be obtained. He would, however, like to draw the attention of the Members of the Section to the diet used by James Adam to control auiral vertigo. This consisted of: 4 oz. of rawr green vegetables (sprouts, cabbagre, lettuice, celery, &c.). 1 lb. of fruit (apples, bananas, &c.).
2 pints of milk.
AWholemeal bread, w ith very little meat but any other kindIs of v egetable.
One glass of hot water night and morning.
Dr. AMacArthur of Stourport first drewA his attention to this diet which had abolished attacks of aural vertigo in a patient who had been under his care for the past six years. This patient, aged 50, began to suffer from aural vertigo six years ago and at that time he had a closed Eustachian tube w-ith a severe degree of deafness on that side. Treatmeent by bougies proved the tube impassable, and a Nesfield operation had been carried ouit, opening the mastoid antrum to the external auditory canal. This opening had remained patent, buit in spite of this, attacks of vertigo had persisted and hearing had slo-wly deteriorated in the interval. Three months ago the patient Wlas getting three severe attacks of aural vertigo every week, and after starting the diet mentioned above the severe attacks of vertigo completely disappeared although a transient unsteadiness is present at times.
Mr. Herbert Tilley referred to the case of a general practitioner, aged 62, who had been confined to his bed for about ten days by severe attacks of vertigo, vomiting, persistent deafness and tinnitus in the left ear. The ordinary hearing tests proved the deafness to be of the " middle-ear " type, and the responsible lesion was found to be obstruction of the Eustachian tube. Immediately after this factor was removed by means of a Politzer bag, normal hearing returned, the patient experienced no sensation of giddiness and resumed his work on the following day. There was no recurrence of the typical Meniere's syndrome from which he had suffered. It would seem obvious that the order of events was: catarrhal closure of the Eustachian ttibe, exhaustion of air in the " drum " with coineidently increased atmospheric pressure on the tympanic membrane which was conveyed by the ossicles and via the " fenestra oralis " to the endolymph of the corresponding labyrinth.
Some of us will, doubtless, recollect that in the Great War, many of our air pilots and/or their observers were subject to " giddiness " during, or immediately after a rapid descent. As a general rule, auto-insufflation of the middle-ear clefts sufficed to restore normal equilibrium. In Mr. Sydney Scott's personal experiences, this method rarely failed to give relief. It has often occurred to me that many of the, almost daily, " crashes " may be due to a sudden attack of vertigo initiated by some catarrhal factor in the nasal or nasopharyngeal cavities. We know it to be true in patients who have never travelled by " air " and therefore it is particularly important that such conditions be eliminated before accepting candidates for the passenger, Army, or Navy Services.
